EIGHT cases are presented which show the results of team work between general and plastic surgeons in cancer of the face, head and neck. This co-operation includes the radiotherapist. The general surgeon should be the master-mind and decide on the extent of the surgery to be employed and the sphere of influence of the radiotherapy. The destroyer should destroy and no consideration of deformity should stay his hand. Too often the general surgeon will ask courteously whether to spare such and such a bit will make the repair easier. My invariable retort is "It's your job to cure this patient-mine to rehabilitate him". Very few general surgeons have the desire or the flair to do the repair, and not many plastic surgeons should be entrusted with deep dissections of the neck or head unless they are constantly doing this class of work.
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It is therefore felt that team surgery, so successful in the war, should be further encouraged.
It is a pleasing sight to watch a cancer team remove the offending portions, while the plastic team stand by, all waiting and washed, ready to do the repair.
The outlook on the case is utterly diffcrent in the minds of the two teams, the one bent on adequate destruction, the other on the possibilities of the repair. If the dual needs of the case are entrusted to the hands of one surgeon he will have his heart's desire either in the excision or in the repair; it is unlikely that he can be a Hyde of excision an.d a Jekyll of repair.
In regard to the timing of plastic surgery in cancer cases-there are at the moment two schools-one feels that the plastic repair should follow the removal at the same operation, the second, that a longish interval should elapse between destruction and repair stages. Obvious reasons for delay, such as the well-being of the patient on the table, constitute one of the causes for this latter view, the other reason is that it is held wise to observe whether the patient is going to have a recurrence before doing the repair. To my mind this is a totally untenable point of view: why not withhold the repair until the patient is so old that no plastic is worth while! The methods of excision and destruction must be improved so that in the majority of cases there is no need to wait for a disaster; thirdly, it is agreed on all hands that the implantation of tissue with healthy blood supply over the excised area is of value in the control of recurrence in addition to its comfort and psychological effect. At the clinical meeting of the British Association of Plastic Surgeons Geoffrey M. Fitzgibbon of Bristol recently described a case of a recurrent carcinoma with heavy radiation effect in the region of the ear, and involving the cranium. A very deep dissection was carried out in this almost hopeless case and a large scalp flap was brought over the raw area.
It was not considered that complete removal had been accomplished, but it was felt that new blood supply of this healthy flap would nourish the parts and would allow further radiation treatment to be applied. It is a fact that this patient has remained without any local recurrence for two years.
Most of the surgeons who say that we should wait for a period before starting a plastic repair are, I think, influenced by the "rodent ulcer type" which invades the nasal cavity. It is my belief that, in this class of case, the excision is frequently not sufficiently wide of the growth, and this is almost certainly caused by the natural aversion of the surgeon to destroying portions of the human face. We find, therefore, that there are cases of this type that show a recurrence beyond the margin of the plastic flap (see Case VI, fig. 3 ), or under it. In this case (VI) a second excision had to be done, the original plastic destroyed, and a new nose and cheek made. The patient, however, is well at the end of five years; he never was off work ,except for the short periods in hospital. He kept his pay and his morale. Had he been fitted with an artificial nose I think the recurrence would have been quicker and more active and the effect on his morale deleterious.
Immediate rehabilitation should therefore be the method of choice. The psychological tragedy of the breast amputee is seldom appreciated by surgeon or doctor, and what comfort surgery can give should be hers even if her life-line is shortened. I have alrea-dy published a method for the production of a plastic breast at the same operation as the removal, and I hope the time will come when any patient who has cancer of the breast, the penis, or the face will have an adequate repair made for it on the table, so that rehabilitation can commence from the time of injury. February 1934: Operation. Epithelial in'lay round bone graft for dental appliance. 1934 and 1935: Soft tissue plastics to bring muscle movement into new lower lip.
February 1937: An extensive effort was made to -centralize the chin and to remove bone graft wires. This involved exposure of the entire bone graft, which was found to be very healthy. . 1 ).
Since that date multiple plastic operations have been performed to get enough skin for the repair.
10.1.40: First major bone graft performed. This bone graft, like many later ones, failed to survive, mainly because of lack of blood supply in the tube pedicles. Similar difficulty met with in further attempts to get an arch. In the meantime soft tissue plastics had proceeded far enough for patient to swallow food, and her gastrostomy was closed by Sir Gordon Gordon-Taylor. 12.3.48: Soft tissue bed reopened from one side to the other. All bone grafts and pieces of bone exposed, freshened on their outer surfaces and a long osteo-periosteal graft from crest of right tibia was overlaid on to existing bone. This graft was reinforced with chips of cortical bone at the time of operation. Result: Rapid regeneration of bone ( fig. 2) . She now has a solid bony arch which will support her tongue, and perhaps will enable her to wear a denture ( fig. 3 ). . 1 ). Immediate plastic repair performed on the table (Cmdr. Schjelderup). A double pedicle scalp flap the middle of which was bent on itself to form an inside and outside lip, the raw edges of which were sutured to the margins of Mr. Maybury's excision (fig. 2 ).
Pathological report: Squamous carcinoma. 
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